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Current Trends 


Family and Other Intimate Assaults — Atlanta, 1984 


Although violence between spouses is well documented as a serious problem 
(1-4), public health and safety agencies need improved characterization of violence 
in intimate relationships to develop prevention strategies. This report summarizes a 
recent study in Atlanta that examined the incidence of family and other intimate 
assaults (FIAs) (i.e., assaults in which victim and perpetrator[s] were emotionally 
intimate at the time of or before the incident). FIAs occurred in a range of emotionally 
intimate relationships (e.g., siblings, parent-child, other relatives [including in-laws], 
married and unmarried partnerships, and terminated partnerships) (5 ). 

Incident reports for 1984 from the Bureau of Police Services for the City of Atlanta* 
were reviewed to identify fatal and nonfatal FIAs. To be included, an incident report 
must have been classified either as a homicide or a nonfatal incident, with the latter 
involving one or more of the following circumstances: physical contact between 
persons, use of a weapon, threat with a weapon, and/or explicit verbal threat of bodily 
harm. In addition, Atlanta must have been the location of both the incident and the 
victim’s residence. 

One hundred seventy-seven FIAs were selected, including 27 fatal and 150 nonfatal 
incidents." Victims were predominantly female (52% of fatal FiAs and 73% of nonfatal 
FIAs). Perpetrators were predominantly male (74% fatal, 80% nonfatal). The estimated 
nonfatal FIA victimization rate for Atlanta was 837 per 100,000 population, compared 
with a fatal FIA victimization rate of seven per 100,000 population (Table 1). Women 
were 2.4 times more likely than men to be victims of nonfatal FIAs. For fatal incidents, 
the rate for women equaled the rate for men. Both the fatal and the estimated nonfatal 
FIA rates for blacks and other races were three times the respective rates for whites. 

Of the 177 FIAs, 165 (23 fatal, 142 nonfatal) involved one perpetrator and one 
victim. Of these, more than half of both fatal and nonfatal FIAs occurred between 


*For this report, Atlanta is defined as that portion of the City of Atlanta located within Fulton 
County. Approximately 95% of the city’s land mass and 91% (in 1984, 389,700 persons) of its 
population are within Fulton County. 

‘All 1984 homicides (n= 27) meeting the inclusion criteria were selected. A stratified random 
sample (n = 150) of nonfatal incidents was selected from incident reports stratified across seven 
crime categories (i.e., rape, robbery, assault, disorderly conduct, family and children offense, 
sex offense, and other). 
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spousal or nonspousal partners in relationships ongoing when the incident occurred 
(Figure 1). More than one fifth of both fatal and nonfatal incidents involved terminated 
or estranged relationships. When combined, current and former partnerships ac- 
counted for 74% of fatal FiIAs and 77% of nonfatal FIAs. 

Police incident reports indicated that most of the 165 victims suffered some type of 
physical injury. In fatal incidents, twice as many victims suffered gunshot wounds 
(61%) as cuts or stab wounds (30%). In nonfatal incidents, 4% of victims suffered 
gunshot wounds; 32%, cuts or stab wounds; and 30%, some other type of injury. For 
the other one third of victims in nonfatal incidents, police incident reports indicated 
no physical injuries. 

At least 26% of the fatal and 34% of the nonfatal incident perpetrators and 30% and 
37% of victims, respectively, had one or more prior police contacts involving FIA. 
Approximately one fourth of all participants had prior police contact for FIA involving 
the same coparticipant as in the 1984 incident. 

Reported by: WR Elsea, MD, Fulton County Health Dept; G Napper, PhD, Office of State and 
Federal Criminal Justice Grants, City of Atlanta; RK Sikes, DVM, State Epidemiologist, Georgia 


Dept of Human Resources. Intentional Injuries Section, Epidemiology Br, Div of Injury Control, 
Center for Environmental Health and Injury Control, CDC. 


Editorial Note: Injury is the leading cause of years of potential life lost in the United 
States and accounts for an estimated $180 billion dollars in direct and indirect costs 
each year (6). Violence between persons who are related, share a household, or are 
otherwise intimate with each other is a widespread public health problem and a 
substantial contributor to the public health impact of injuries (7,8). In particular, 


TABLE 1. Rates of fatal and nonfatal family and other intimate assaults (FIAs), by sex 
and race of victim — Atlanta, 1984 





Category Annual rate* 95% Ci" Rate ratio 
Fatal NA° 
Sex 
Male 
Female 





Race 
White 
Black and other 
Total 


Nonfatal (estimated) 
Sex 
Male 357-641 
Female 968-1376 
Race 
White 359 228-565 
Black and other 918-1253 
Total 837 724-967 


*Per 100,000 population. 

"Confidence interval. 

‘Rates were derived from total fatal FIAs in 1984. 
‘Referent group for ratio of sex group rates. 
**Referent group for ratio of race group rates. 
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intimate violence is a leading cause of injuries to women; in one study, battering was 
responsible for more injuries to women than were motor vehicle crashes, rape, and 
mugging combined (9). Overall, however, additional data are needed to further 
characterize intimate violence. 

This study of FIAs in Atlanta was initiated to better define the nature and pattern of 
these assaults, assess the use of data from a wide range of disciplines and service 
agencies, examine the prevention potential of interagency cooperation, and ulti- 
mately suggest new ways to prevent this important source of injuries. 

In 1984, for each reported fatal FIA, 120 police incident reports involved nonfatal 
FIAs. Because FIAs are substantially underreported and/or improperly categorized, 
fatal and nonfatal victimization rates based on police reports provide an incomplete 
assessment of FIAs (2,4). Additionally, because comparable rates do not exist for 
other urban areas, the magnitude of the problem in Atlanta cannot be compared with 
that in similar jurisdictions. Collection of data on the characteristics of FIAs in different 
locations would permit comparisons of rates and assist efforts to determine the 
effectiveness of different prevention strategies. 

At least one fifth of the incidents in this study involved nonspousal partnerships. 
An additional fifth involved partners who were estranged or whose relationships had 
previously ended; this finding indicates that violence occurs even after termination 
of an intimate relationship. Strategies for protecting women who have terminated 
abusive relationships but remain at risk for injury or death should be incorporated 
into existing efforts by police, health, and social service agencies to prevent FIAs. 


FIGURE 1. Proportion of family and other intimate assaults, by relationship — 
Atlanta, 1984 


Other Nuclear Other 
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Nuclear : Nonspouse 


Family, Prior/ Prior/ 
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Spouse® 
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Partner, 


Partner, Nonspouse t 


Nonspouset 


Fatal Nonfatal* 
(n=23) (n=142) 


*Includes ex-boyfriend/ex-girlfriend relationships, separated and divorced spouses, former 
cohabiting partners (heterosexual or homosexual), and estranged noncohabiting homosexual 
partners. 

"Includes boyfriend/girlfriend relationships, cohabiting partners (heterosexual or homosexual), 
and noncohabiting homosexual partners. 

‘includes common-law marriages. 

‘Includes sibling and parent-child relationships. 

**Includes in-laws. 

"Estimated percentages are based on a sample (n= 142) of total incidents. 
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Although most FIA victims suffer injuries and often seek medical attention for their 
injuries, medical records frequently do not provide information (e.g., the determina- 
tion of whether an injury was intentional and the relationship of victim and perpe- 
trator) necessary to estimate FIA incidence. In some states, laws require hospitals to 
report domestic violence (170); nonetheless, episodes of domestic violence involving 
adult female patients may be identified correctly by medical personnel as infrequently 
as 5% of the time (77 )—possibly because most health-care providers are not trained 
to recognize interpersonal violence (72) and may not be aware of the health 
implications of repetitive violence. Physician training should promote not only 
recognition, treatment, and referral of victims but also primary prevention. 

Since FIAs are often repeated, information about prior incidents can contribute to 
preventive efforts by identifying persons at high risk for being victims or perpetrators. 
investigators have recently found that use of standardized protocols to screen trauma 
patients in a hospital emergency department substantially increased the ability of 
health-care providers to identify battered women (13 ). Once identified, victims can be 
referred to service providers (e.g., counselors and battered women’s shelters). In 
addition to arrest, perpetrators can also be referred to counseling programs (e.g., 
programs for men who batter). Improved medical record data can also potentially 
complement and clarify estimates of FIA incidence derived from police incident 
reports by providing a more complete description of the health consequences of 
family and intimate violence. The productive interactions of public health, social 
service, and criminal justice agencies is necessary for the ultimate success of efforts 
to prevent interpersonal violence. 
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Update: Reducing HIV Transmission 
in Intravenous-Drug Users Not in Drug Treatment — United States 


In 1987, the National Institute on Drug Abuse (NIDA) initiated ongoing demonstra- 
tion projects to study and change the high-risk behaviors of both intravenous-drug 
users (IVDUs) who were not enrolled in drug treatment and their sex partners (7). The 
goal of the projects is to eliminate or reduce the likelihood of human immunodefi- 
ciency virus (HIV) transmission from these two high-risk groups. As of July 1, 1990, 
the projects included >30,000 IVDUs and their sex partners in 41 community-based 
programs. This report describes preliminary data (as of January 1990) based on 
follow-up interviews of 1584 primarily <40-year-old, black, male |VDUs recruited from 
1987 through 1989 in Chicago, Houston, Miami, Philadelphia, and San Francisco 
(Table 1, page 535). 

In these projects, I\VDUs were recruited through community-based outreach 
workers who were familiar with the neighborhoods in which the programs operate, 
were often former drug users, and had access to neighborhoods in which drugs were 
used. Eligibility criteria for participants included intravenous (IV)-drug use during the 
6 months before recruitment and no enrollment in a drug-treatment program during 
the 30 days before recruitment. Clients were paid for their participation. The return 
rates for participants from initial to follow-up interviews were >65% in four cities— 
ranging from 45% (Houston) to 78% (Philadelphia). 

The specific interventions to reduce risk behaviors varied by city but included one 
or more of the following: 1) individual and group counseling, 2) efforts to build peer 
support for behavior change, and/or 3) demonstration and practice of behaviors that 
reduce risk. All interventions emphasized termination of IV-drug use. |VDUs were 
urged to start drug treatment as soon as it became available to them. In all cities, the 
programs strongly encouraged those who did not stop IV-drug use to 1) stop sharing 
drug-injection equipment (e.g., needles and syringes, drug-cooking implements, and 
rinse water); 2) use only sterile needles and syringes from unopened packages; 
and/or 3) disinfect drug-injection equipment with bleach or other appropriate agents. 
The interventions related to sexual activity advocated celibacy and, for persons who 
were sexually active, safer sexual practices, including use of condoms and reduction 
of the number of sex partners. 

Feurteen percent to 35% of IVDUs participating in the first follow-up interview had 
entered a drug-treatment program during the approximately 6 months after enroll- 
ment (Table 1). Forty-nine percent to 75% of IVDUs reported stopping or decreasing 
their frequency of drug injection during the approximately 6 months between the 
initial intervention and follow-up interview (Table 1)—including 16%—47% who 
reported stopping all use of IV drugs. 

(Continued on page 535) 
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FIGURE I. Notifiable disease reports, comparison of 4-week totals ending August 4, 
1990, with historical data — United States 


DISEASE DECREASE INCREASE CASES CURRENT 
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Aseptic Meningitis 744 
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*Ratio of current 4-week total to mean of 15 4-week totals (from comparable, previous, 
subsequent 4-week periods for past 5 years). 


TABLE |. Summary — cases of specified notifiable diseases, United States, 
cumulative, week ending August 4, 1990 (31st Week) 


Cum. 1990 Cum. 1990 








AIDS 25,109 Plague 


Anthrax Poliomyelitis, Paralytic* 
Botulism: Foodborne Psittacosis 
Infant Rabies, human 
Other Syphilis: civilian 
Brucellosis military 
Cholera Syphilis, congenital, age < 1 year 
Congenital rubella syndrome Tetanus 
Diphtheria Toxic shock syndrome 
Encephalitis, post-infectious Trichinosis 
Gonorrhea: civilian 388,188 Tuberculosis 
military 5,327 Tularemia 
Leprosy 115 Typhoid fever 
Leptospirosis 27 Typhus fever, tickborne (RMSF) 
Measles: imported 826 
indigenous 16,438 














*Three cases of suspected poliomyelitis have been reported in 1990; five of 13 suspected cases in 1989 were confirmed and all 
were vaccine-associated 
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TABLE Il. Cases of specified notifiable diseases, United States, weeks ending 
August 4, 1990, and August 5, 1989 (31st Week) 





Reporting Area 
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121 


2,965 


111,729 
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8,130 
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5,218 
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3,603 
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107 
80 
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1,562 
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3,186 
247 
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303 
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460 
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12,015 
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Commonwealth of the Northern Mariana Islands 





532 


TABLE Il. (Cont’d.) Cases of specified notifiable diseases, United States, weeks ending 


MMWR 


August 10, 1990 


August 4, 1990, and August 5, 1989 (31st Week) 
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*For measies only, imported cases includes both out-of-state and international importations 
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TABLE Il. (Cont’d.) Cases of specified notifiable diseases, United States, weeks ending 
August 4, 1990, and August 5, 1989 (31st Week) 
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TABLE Ill. Deaths in 121 U.S. cities,* week ending 
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August 4, 1990 (31st Week) 
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S. ATLANTIC 
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Charlotte, N.C 
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Savannah, Ga 
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*Mortality data in this table are voluntarily reported from 121 cities in the United States, most of which have populations of 100,000 a 
more. A death is reported by the place of its occurrence and by the week that the death certificate was filed. Fetal deaths are na 


included 


**Pneumonia and influenza 
tBecause of changes in reporting methods in these 3 Pennsylvania cities, these numbers are partial counts for the current week 
Complete counts will be available in 4 to 6 weeks. 
ttTotal includes unknown ages. 
$Data not available. Figures are estimates based on average of past available 4 weeks. 
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TABLE 1. Reported intravenous (IV)-drug use behaviors at initial and first 6-month 
follow-up interviews — selected cities, United States, 1987-1989 





Category Miami Chicago Philadelphia Houston San Francisco 
Description of study population 
No. 376 561 100 415 132 
Male 72% 74% 79% 73% 
Age <40 years 53% 78% 80% 52% 
Black 55% 57% 56% 58% 
Entered drug treatment 25% 32% 22% 35% 





Reported frequency of 
IV-drug use at follow-up 


No. 
Stopped* 
Decreased without stopping 
No change 
Increased 
Reported not sharing 
drug-injection equipment 
with friends 
At initial interview 198/371 101/559 29/97 203/430 52/132 
(53%) (18%) (30%) (47%) (39%) 
At follow-up’ 176/239 242/519 48/77 294/336 75/110 
(74%) (47%) (62%) (88%) (68%) 
Reported not borrowing 
previously used 
drug-injection equipment 
At initial interview 187/370 226/556 38/97 205/426 64/132 
(51%) (41%) (39%) (48%) (48%) 
At follow-up*® 169/240 316/511 51/77 217/335 68/110 
(70%) (62%) (66%) (65%) (62%) 
Reported using 
bleach for cleaning 
drug-injection equipment 
No.* 
Always used bleach 
At initial interview 3% 10% 6% 4% 36% 
At follow-up 11% 23% 16% 19% 43% 
Bleach use at follow-up 
Increased 20% 39% 28% 32% 26% 
No change 71% 48% 69% 64% 53% 
Decreased 9% 13% 3% 4% 21% 


*Stopped for at least 1 month immediately before follow-up interview. 

*Persons reporting not sharing drug-injection equipment during the 6 months before the 
follow-up interview among those still using IV drugs at follow-up. 

5Persons reporting not borrowing drug-injection equipment during the 6 months before the 
follow-up interview among those still using IV drugs at follow-up. 

‘Of persons continuing to use IV drugs, except for those who reported always using new needles. 


240 519 77 335 110 
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In all five cities, the percentage of |VDUs who reported not sharing drug-injection 
equipment with friends increased in the approximately 6 months between initial and 
follow-up interviews, as did the percentage of |VDUs who reported not borrowing 
previously used drug-injection equipment (Table 1). Thirty-four percent (Houston) to 
59% (Chicago) of I\VDUs reported decreased sharing of drug-injection equipment; 
22% (San Francisco) to 37% (Chicago) of |\VDUs reported decreased borrowing of 
drug-injection equipment. 

Of those who continued to inject drugs at follow-up, except for those who reported 
always using new needles, 20%-—39% of IVDUs reported increased use of bleach for 
cleaning drug-injection equipment (Table 1). Eleven percent to 43% of IVDUs reported 
consistent use of bleach. 

Regular condom use with a steady sex partner increased in three cities to 
12%—16% (Table 2). Regular condom use with multiple sex partners increased in four 
cities to 10%—27%. 

Reported by: MY Iguchi, PhD, School of Osteopathic Medicine, Univ of Medicine and Dentistry 
of New Jersey, Camden, New Jersey. J Watters, PhD, Univ of California, San Francisco; P Bier- 
nacki, PhD, Youth Environment Study Corporation, San Francisco, California. CB McCoy, PhD, 
DD Chitwood, PhD, Univ of Miami, Florida. W Wiebel, PhD, Univ of Illinois, Chicago. J Lieb- 
man, MS, L Kotranski, PhD, Philadelphia Health Management Corporation, Pennsylvania. M Wil- 
liams, PhD, Affiliate Systems Corporation, Houston, Texas. BS Brown, PhD, National Institute on 


TABLE 2. Reported use of condoms by intravenous-drug users at initial and first 
6-month follow-up interviews — selected cities, United States, 1987-1989 





Category Miami Chicago Philadelphia Houston San Francisco 
Reported condom use 
with a steady partner 

No. 


Reported always 
using condoms 





At initial interview 
At follow-up 


Change in reported 
use of condoms 


Increased use 
No change 
Decreased use 
Reported condom use 
with multiple partners 
No. 


Reported always 
using condoms 


At initial interview 
At follow-up 


Change in reported 
use of condoms 


Increased use 
No change 
Decreased use 
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Drug Abuse, Alcohol, Drug Abuse, and Mental Health Administration. Office of the Director, 
Center for Prevention Svcs, CDC. 

Editorial Note: |V-drug use is an important factor in the transmission of HIV (2). Of 
the 117,781 persons with acquired immunodeficiency syndrome (AIDS) reported in 
the United States in 1989, 36,356 (30.8%) are in a risk-behavior category directly or 
indirectly related to IV-drug use (3). 

IVDUs are difficult to reach and influence with traditional public health education 
and other prevention interventions (4). Although drug-treatment centers can serve 
the dual purpose of drug treatment and HIV prevention, an estimated 80% of active 
IVDUs are not in treatment (National Association of State Alcohol and Drug Abuse 
Directors, unpublished data). New approaches and more effective strategies for 
reaching IVDUs not in drug treatment are needed to decrease drug use and stem the 
HIV epidemic. 

These preliminary results, which show an overall reduction in high-risk behaviors 
of IVDUs, suggest that participation in outreach and intervention programs can 
influence entry into drug-treatment programs and reduce drug-injection behaviors 
associated with increased risk for HIV transmission. The lowest rates for I|VDUs 
entering drug-treatment programs were in Miami and Houston, where capacities of 
publicly funded drug-treatment programs are limited. Stronger evidence of the 
considerable impact that this approach could have if implemented nationwide would 
be provided if the results at other sites prove to be consistent with these preliminary 
results. 

A related study in San Francisco (5) suggests that outreach programs affect even 
the behaviors of IVDUs in the community who did not participate directly in the 
interventions. Cross-sectional samples of approximately 500 IVDUs recruited at 
6-month intervals during 1986 and 1989 revealed that the introduction of outreach 
programs to IVDUs in 1986 corresponded with the start of communitywide increases 
in bleach use (from 3% in 1986 to 86% in 1989). 

The Health Behavior Projects in Newark and Jersey City, New Jersey, have shown 
that IVDUs can be recruited directly from the street and community to enter 
drug-treatment programs when drug treatment is made more accessible. In these 
projects, 49% of 1884 IVDUs who participated in intake interviews subsequently 
entered 21- or 90-day methadone treatment programs at no charge (M.Y. Iguchi, 
unpublished data, 1990). 

The results reported here reflect the effectiveness of street outreach combined 
with additional behavior-change interventions such as HIV counseling and testing. An 
additional strength of the projects may be the use of nontraditional outreach workers 
to recruit |VDUs into treatment. As in other studies (4), reported reductions in 
drug-use risk behaviors were larger than reductions in sexual risk behaviors. 

Recruiting drug users into and keeping them in well-managed, effective drug- 
treatment programs can reduce risk behaviors for HIV infection (6). This strategy is 
essential to all HiV-prevention programs for drug users. Additional strategies are 
needed to reach drug users not in treatment programs. Since peers may influence 
former drug users to use drugs, drug-treatment and HiV-prevention programs need to 
provide long-term, repeated contacts with 1VDUs who have returned to the commu- 
nity after drug treatment. 

Street/community outreach is an important element of a comprehensive program 
to reach IVDUs in a variety of settings (including drug-treatment centers, public health 
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clinics, free-standing HIV counseling and testing programs, correctional facilities, and 
health-care facilities such as hospitals and emergency rooms) and is best coordinated 
at the community level to assure maximum coverage and effectiveness (7). Project 
TRUST in Boston (8) and South Carolina’s survey of clients in alcohol- and drug- 
treatment centers (9) are efforts to meet the specific needs of IVDUs for HIV 
prevention. Continuous reassessment is important in determining how outreach can 
be most effectively used in HIV and drug-treatment programs. 
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Notice to Readers 


Deadline for Filing Claims for Compensation Under 
the National Childhood Vaccine Injury Act 


Public Law 99-660 established the National Vaccine Compensation Program to 
compensate persons injured by certain childhood vaccines. Persons injured by 
childhood vaccine before October 1988 have until October 1, 1990, to file claims for 
compensation through this program. Details on filing a claim are available from the 
Health Resources and Services Administration at a toll-free number: (800) 338-2382. 
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